POLICY ISSUE 



WHOSE RIGHTS COUNT? NEGOTIATING PRACTICE, POLICY, AND LEGAL 
DILEMMAS REGARDING INFANT-PARENT CONTACT WHEN INFANTS 

ARE IN OUT-OF-HOME CARE 



DEVI MIRON 

Tulane University School of Medicine, Louisiana, USA 

CLAUD BISAILLON 

Universite de Sherbrooke, Quebec, Canada 

BRIGID JORDAN 

Murdoch Childrens Research Institute, Royal Children's Hospital, Parkville, Victoria, Australia 

GRAHAM BRYCE 

National Society for Prevention of Cruelty to Children, Glasgow, Scotland 

YVON GAUTHIER AND MARTIN ST- ANDRE 

Universite de Montreal, Quebec, Canada 

HELEN MINNIS 

University of Glasgow, Royal Hospital for Sick Children, Glasgow, Scotland 

ABSTRACT: This article takes a human rights perspective with a view to articulating the infant's perspective when the infant has been subjected to abuse, 
neglect, or both and is reliant on the state to ensure his or her health and well-being. When a young child is removed from parental care, important 
and often difficult decisions have to be made about subsequent contact between child and parent. We consider a number of dilemmas which may arise 
for practitioners when they are assisting child welfare decision makers in relation to contact, and acknowledge the limited empirical follow-up studies 
of the impact of child welfare practice and legal decisions on infant outcomes. We draw on the significant and substantive evidence base about infant 
emotional and cognitive development and infant-parent attachment relationships as well as infant mental health to illuminate the infant's subjective 
experience in these practice dilemmas. We describe innovations in practice from various countries, which seek to shed light on the challenges often 
associated with contact. 

Abstracts translated in Spanish, French, German, and Japanese can be found on the abstract page of each article on Wiley Online Library at 
http://wileyonlinelibrary.com/journal/imhj. 

* * * 



This article includes an edited version of a section of the following article: 
Jordan, B., & Sketchley, R. (2009). A stitch in time saves nine: Preventing and 
responding to the abuse and neglect of infants. Child Abuse Prevention Issues, 
30, 1-26. 

The original Issues Paper is available via the Melbourne: Australian 
Institute of Family Studies website: http://www.aifs.gov.au/nch/pubs/ 
issues/issues30/issues30.html Copyright for that publication is held by the 
Commonwealth of Australia. 

Direct correspondence to: Brigid Jordan, The University of Melbourne Depart- 
ment of Paediatrics, 4th Floor Front Entry Building, Royal Children's Hospital, 
Parkville, Victoria, Australia; e-mail: brigid.jordan@rch.org.au. 

INFANT MENTAL HEALTH JOURNAL, Vol. 34(2), 177-188 (2013) 
© 2013 Michigan Association for Infant Mental Health 
View this article online at wileyonlinelibrary.com. 
DOI: 10.1002/imhj.21381 



Some of the most challenging issues in child welfare practice 
arise in the dilemma of ensuring that an infant removed from his or 
her parent's care is provided with a secure attachment and caregiv- 
ing relationship with someone who is not their biological parent 
while also working to ensure that the best possible circumstances 
are provided for the infant to have an ongoing meaningful relation- 
ship or to be united with their parents when this is in the infant's 
best interests. One of the most contested issues internationally is 
how frequent contact with parents should be for very young infants 
in out-of-home care. A simplistic rendition of attachment theory 
is often used to justify arrangements that are extremely onerous 
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for infants, such as visiting 7 days a week with biological parents. 
Infant mental health practitioners are often called upon for consul- 
tation on these difficult decisions. Practitioners may be asked to 
evaluate children and families for the child welfare system or for 
the courts and to render an opinion about the best interests of a child 
who is residing in foster care. There is sparse empirical or clinical 
literature to guide practitioners in conducting such evaluations and 
assisting with decision making. 

In this article, we offer insights about visitation between par- 
ents and their young children who are residing in foster care due to 
maltreatment or severe neglect. We draw from our experiences in 
consulting to the child welfare systems in four nations [Australia, 
Canada (Province of Quebec), Scotland, and the United States]. 
While there are certainly differences, we have observed many sim- 
ilar challenges across these developed countries, which have the 
intention and resources capable of serving the best interests of mal- 
treated children. All of these countries have overloaded foster care 
systems, with a substantial proportion of children in foster care 
under the age of 5 years. Further, the number of children under 
the age of 5 years in care has increased dramatically over the last 
decade (Adoption and Foster Care Analysis and Reporting Sys- 
tem [AFCARS], 2009; Australian Institute of Health and Welfare 
[AIHW], 2009; The Scottish Government, 201 1). 

We use the human rights perspective employed by our Aus- 
tralian colleagues as a framework for viewing practice dilemmas 
in child welfare. A brief review of the needs of infants in out-of- 
home care is provided first. We then consider parent-child contact 
as the context in which many policies and practices intersect and 
where, too often, the needs and best interests of young, trauma- 
tized children in care, including safety; physical, developmental 
and psychological well-being; attachment security; stability; and 
permanency planning, are not being adequately addressed. We also 
discuss the challenges of educating and consulting to child welfare 
staff and the courts 1 about basic infant mental health concepts to 
consider when making decisions regarding the amount of contact 
infants have with their birth parents. We report case studies from 
Canada, Scotland, and the United States to illustrate the challenges 
faced by clinicians, mental health programs serving young children 
in foster care, the child welfare systems, and the courts when prior- 
itizing the needs of infants while evaluating the merits of trying to 
reunify the particular family. Throughout the article, we make rec- 
ommendations for infant mental health practitioners who consult 
to child welfare staff about structuring and facilitating high-quality 
visits so that the visits may act as evaluation tools in making case 
plan decisions and, when indicated, maintaining or establishing an 
optimal bond between infant and parent. We conclude with a dis- 



'in Scotland, legal decisions about the welfare of children are dealt with 
through a unique system. While some specific matters of law are dealt with by 
the Court, most matters of welfare are remitted to a forum called the "Children's 
Hearing." This tribunal, consisting of three lay people with some basic training 
in child welfare and child law, is authorised to make key decisions such as 
frequency of contact and reunification with parents. 



cussion of what is not yet known about the experiences of young 
children in foster care. 

A HUMAN RIGHTS PERSPECTIVE: A VIEW FROM AUSTRALIA 

In their Australian Institute of Family Studies article, Jordan and 
Sketchley (2009) considered the needs of young children in foster 
care from a human rights perspective. A human rights perspective 
views child maltreatment as a violation of the child's rights. The 
United Nations Convention on the Rights of Children in 1989 de- 
scribed the civil, political, social, economic, and cultural rights of 
children. They include rights to participation and provision in ad- 
dition to the right to protection. Thus, all children have the right to 
experience the conditions for optimal health, growth, and develop- 
ment and that society has an obligation to ensure that parents have 
the necessary resources to raise children (Reading et al., 2008). 
The guiding principles include, but are not limited to, the best 
interest of the child; the other principles are nondiscrimination, 
survival and development, and respect for the views of the child 
(Webb, Horrocks, Crowley, & Lessof, 2009). The articles of the 
convention are not abstract ideals but can be translated into spe- 
cific interventions and policy objectives and inform ethical decision 
making in child welfare practice (Reading et al., 2008). They are 
legal obligations in signatory countries, and the idea of abuse as 
a violation of the child's rights can strengthen the position of the 
infant in the context of societal ambivalence about ensuring that 
the interests of children take precedence over the ideology of the 
family or the rights of parents. This article explores this translation 
for infants in out-of-home care. 

Jordan and Sketchley (2009) argued that a human rights per- 
spective means that decision making for infants in out-of-home 
care should consider the subjective experience of infants. As co- 
gently argued by Gauthier, Fortin, and Jeliu (2004), even if parents 
do overcome their difficulties, from a human rights perspective 
the best interests of the child means that reunification or visiting 
schedules should not be a "prize for parent's rehabilitation." This 
perspective can ensure infants' needs are a priority in decision mak- 
ing when encountering child welfare practice dilemmas and when 
practitioners are asked to assist with resolving such dilemmas. 

"Articulating the infant's perspective" means communicating 
key information to the parties involved so that they can appreciate, 
for example, the extent to which babies are still developing the 
capacity for emotional regulation and self-soothing in the first few 
weeks and months of life, and are highly reliant on the sensitive 
and emotionally available presence of their caregiver (Brazelton & 
Cramer, 1990). Most can tolerate only brief periods of separation 
from their primary caregiver, who, for maltreated infants in care, is 
usually the foster parent. This is especially true if a baby's capac- 
ity for self-regulation is compromised in any way (e.g., by being 
medically fragile, suffering withdrawal from opiates at birth, or 
having persistent crying or feeding difficulties). In these instances, 
the baby's own body might be experienced as being unpredictable 
so that they are especially reliant on the continuous, predictable re- 
sponses from their caregiver to be not so frightened and to develop 
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confidence that they will get over their upset. These processes of 
interactive emotional regulation and the development of emotional 
security have often been severely disrupted by the neglect or mal- 
treatment, which has led to the infant being placed in out-of-home 
care. It is critical that visiting schedules do not involve unman- 
ageable separations from the foster caregiver that will undermine 
the developing relationship and cause emotional distress or further 
traumatise the infant. Maltreatment and the often repeated sep- 
arations from caregivers mean that infants and toddlers who are 
placed in out-of-home care are at increased risk of mental health 
disorders. 

NEEDS OF INFANTS IN OUT-OF-HOME CARE 

Little empirical research exists concerning the experiences of in- 
fants residing in foster care. The studies that do exist focus on needs 
such as attachment or developmental (e.g., Smyke, Zeanah, Fox, 
Nelson, & Guthrie, 2010) or behavioral and emotional symptoma- 
tology (Ghera et al., 2009; Robinson et al., 2009). A recent article in 
the Journal of Child Psychology and Psychiatry (JCPP) reviewed 
the emotional, behavioral, neurobiological, and social vulnerabil- 
ities of children in care as well as evidenced-based interventions 
that promote resilience (Leve et al., 2012). The authors discussed 
two important factors, placement disruption and prenatal exposure 
to substance abuse, which contribute to negative outcomes for chil- 
dren in care. However, there are few guidelines for how to use the 
existing research on the needs of young foster children to make 
decisions that optimize outcomes. On the other hand, a great deal 
of fundamental, scientifically established knowledge about infant 
development exists that can help guide decision making by infant 
mental health, child welfare, and legal practitioners. In this article, 
we illustrate how this knowledge can be applied by practitioners to 
understand the needs of young children in foster care and to assist 
child welfare workers and courts in making decisions specifically 
about contact with birth parents. 

There is an abundance of research on attachment development 
that is certainly applicable when considering the needs of young 
children, but it is beyond the scope of this article to review this 
entire body of studies. On occasion, attachment theory is appro- 
priately invoked by child welfare and court officials to explain 
infants' needs for ongoing contact with their parents. However, 
Bowlby (1969) also drew attention to the way in which attachment 
behaviors and exploratory behaviors are complementary. If feeling 
overtaxed or stressed, attachment behaviors (clinging, crying) es- 
calate, and exploratory behaviors shut down. From this perspective, 
the arrangements for infants to visit their parents need to ensure 
that the infants are feeling as secure as possible, alert, awake, and 
happy for them to have the curiosity and emotional energy to in- 
vest in getting to know and to interact with their parents. This is 
especially true if the parents have never been the primary caregiver 
for the infant. 

In addition to attachment research, recent infant development 
discoveries shed light on the decision-making process regarding 
contact with birth parents for young children in out-of-home care. 



Over the last few decades, "still face" experiments and research on 
neonatal imitation have demonstrated infants' capacity for primary 
intersubjectivity (awareness of the feelings and motives of others) 
and their distress when the "rules" of reciprocal communication 
have been broken. A birth parent's attunement to the infant while 
visiting offers opportunity for promoting attachment and develop- 
ment. On the other hand, constant misreading of an infant's cues 
and misattributions of an infant's intent within an interaction are a 
significant source of stress for the infant (for case illustrations, see 
Ostler & Haight, 2011). 

Recent developments in neuroscience research, particularly 
the discovery of "mirror" neurons as the intention-detection cen- 
ter of our brains, highlight infants' capacity to detect and be af- 
fected by the state of mind of the person with whom they are 
interacting (Meltzoff & Brooks, 2007; Stern, 2008). Moreover, 
developmental traumatology research has demonstrated that the 
architecture of the infant brain — and subsequently, cognitive and 
affective functioning — are affected by early life stress (Pechtel 
& Pizzagalli, 2011). Thus, being in the presence of an adult 
whose state of mind is very disturbed — whether hostile or harsh 
or belittling — risks having long-lasting impacts on a developing 
infant. 

The Context of Visitation 

Purpose and prospective benefits of visits. In their review of the 
literature, Sen and Broadhurst (2011) evaluated the benefits of 
contact between children in care and their biological parents that 
have been claimed. They concluded that the correlations between 
contact and reunification and contact and placement stability are 
complicated by the variability of the circumstances of the child 
being in care. They also submitted that the impact of contact on 
developmental outcomes of children is not well-evidenced. They 
suggested that it is not contact alone but the combination of contact 
with other family services that improves chances for reunification. 
The authors cautioned against making broad prescriptions for all 
children, given that circumstances are highly individualized. 

Clearly, the visiting needs of infants and young children resid- 
ing in out-of-home care are different from those of older children 
and adolescents. The cognitive development of older children al- 
lows for a better understanding of the circumstances under which 
they see their parent. Smariga (2007) articulated the benefits of 
family visiting time for infants in out-of-home care and their par- 
ents (whose needs are often prioritized), and suggested that it 

promotes healthy attachment and reduces negative impacts of separa- 
tion for the child and parents, establishes and strengthens the parent- 
child relationship, eases the pain of separation and loss for the child 
and parent, keeps hope alive for the parents and enhances parents' mo- 
tivation to change, involves parents in their child's everyday activities 
and keeps them abreast of the child's development, helps parents gain 
confidence in their ability to care for their child and allows parents 
to learn and practice new skills, provides a setting for the caseworker 
or parenting coach to suggest how to improve parent-child interac- 
tions, allows foster parents to support birth parents and model positive 



Infant Mental Health Journal DOI 1 0.1 002/imhj. Published on behalf of the Michigan Association for Infant Mental Health. 



180 • D. Miron et al. 



parenting skills, provides information to the court on the family's progress 
(or lack of progress) towards their goals, facilitates family assessments 
and can help the court determine whether reunification is the best per- 
manency option for the child, helps with the transition to reunification, 
(p. 6) 

Visits as ongoing evaluation and intervention opportunities. In 
some agencies or jurisdictions, child welfare workers use visits as 
opportunities to assess the parent-child relationship. These visits 
are typically scheduled regularly, with the understanding that the 
parent will address the circumstances that brought the child into 
care, such as mental health or substance abuse, between visits with 
his or her child. Unfortunately, visits often continue without the 
parents having made any meaningful progress on their individual 
issues and without intervention during the visits to support the 
child or the relationship. Because the infant-parent relationship is 
often unhealthy prior to placement, visits should be regarded as 
planned therapeutic intervention that offers an opportunity to heal 
a damaged relationship and therefore be resourced and evaluated 
with this framework in mind. The best outcome for infants would 
be ensured by visits being used as an opportunity to evaluate the 
strengths and concerns of the current relationship and, when indi- 
cated, being supported by skilled therapeutic intervention to heal 
the infant-parent relationship. Even when visits are intended for 
evaluation only, therapeutic intervention should be provided if it 
becomes clear that the infant is being harmed. This intervention 
may range from simple to sophisticated, depending on the needs 
of the dyad, and would offer relationship-building and emotional 
support for the child and parent during the visit. Ongoing assess- 
ment of progress and the demands on the infant would follow, 
given that the parent-child relationship is dynamic and evolving. 
As therapeutic visitation continues, reappraisal and reworking to a 
realistic and safe schedule should occur if the infant is distressed 
by the visits or the parent does not attend. Visit schedule and struc- 
ture should be reviewed according to the infant's developmental 
stage, emotional development, and the dynamics of the infant's 
relationships with both the caregiving family and the parent. Infant 
mental health practitioners are well-informed to assist child welfare 
workers in considering the issues when planning and structuring 
contact. 

Issues to Consider When Planning and Structuring Visits 

Quantity versus quality of contact. Any potential benefit of 
parent-child visiting will not automatically eventuate as a result of 
face-to-face contact alone. The infant's subjective experience will 
depend on a myriad of factors such as whether parents were ever 
the primary caregivers for the infant, the quality of interactions 
prior to removal, the distress involved in separation from the foster 
parent for the duration of the visit, and the likelihood of the infant 
returning to live with the birth parents. An Australian study by 
Humphreys and Kiraly (2009), in one state, reviewed the case files 
of all infants in care who were under 1 year of age. Thirty-four 
percent of these infants had court-ordered visiting of four to seven 
visits per week, but this was only sustainable by parents in half the 



cases due to their life circumstances. This study found that high- 
frequency visiting schedules were not associated with increased 
rates of reunification with parents 1 year later. 

The whole issue of quality of time versus frequency and length 
of time for visits needs careful thought. The optimal amount of con- 
tact after the initial transition to placement may well depend on 
what "costs" are involved in the visit. These include factors both 
surrounding the visit, such as separation from the new caregiver; 
lack of attachment figure during transport; and disruption to sleep, 
play, and other daily routines; and factors arising during the visit, 
such as misattuned or even distressing interactions with the parents 
and conflict between the parents. Many people have advocated for 
less frequent, longer blocks of time for the infant and parent to 
spend together, but the infant's subjective experience of such ar- 
rangements depends on the age of the infant, the infant's capacity 
for self-regulation, and the quality of interactions with the parents. 
A long block of time with parents means a longer block of time 
away from their secure base attachment figure (foster parent). Note 
that infants growing up in the community with their parents where 
there are no protective concerns, develop secure attachment rela- 
tionships with grandparents over time on contacts as infrequent as 
once a week or less. 

Suspension of visits. Literature that has argued for frequent 
contact usually has acknowledged that there may be circumstances 
where visits should be ceased, such as if there is a risk that parents 
will physically or psychologically harm the child or if the visits 
are extremely traumatic for the child (Goldsmith, Oppenheim, & 
Wanlass, 2004; Haight, Kagle, & Black, 2003; Smariga, 2007). 
When parents have assaulted an infant, the mere presence of the 
parent has the potential to be a traumatic reminder. Particular 
states of mind in an infant (e.g., fear or terror) can be encoded 
as an implicit form of memory, and these states can be reactivated 
in the presence of the abusive parent (Berger & Rigaud, 2001; 
Lieberman, 2004; Siegel, 2001). Specific aspects of the parent's 
behavior, such as voice, body movement, or facial expression, can 
be a traumatic reminder that signals danger to the infant that an 
attack is imminent [Based on past experience, this is a realistic 
automatic appraisal by the infant (Lieberman, 2004).] In these cir- 
cumstances, the infant's subjective experience is of being reminded 
and terrified of the terror and pain of abuse. Such visits are likely 
to cause emotional suffering, hypervigilance, and effects similar 
to the impact of the original abuse. These dangers are heightened 
when the visits occur without the infant having his or her primary 
caregiving adult (foster parent or kinship caregiver) present. A 
human rights perspective suggests that visits with parents should 
provide a benefit to the infant and no physical or emotional costs or 
risks for the child. Visiting arrangements also need to ensure that 
the infant has the best chance of recovery from abuse and neglect. 
Finally, designing optimal visiting arrangements for infants who 
will never return to live with their parents is a complex issue. A 
rights-based perspective requires us to ensure that the rights of in- 
fants who have been harmed by abuse and neglect take precedence 
over parents' rights. 
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Current Practice and Challenges to Communicating with Child 
Welfare and Legal Systems 

Haight, Kagle, and Black (2003) proposed several excellent 
attachment-informed recommendations for child welfare policy 
and practice around planning and supporting parent visitation with 
their infants in care. First and foremost, they proposed that ade- 
quate attachment relationships between children and their foster 
and biological parents should be supported. They suggested sup- 
porting regular and frequent visitation for young children with 
their biological parents in a socially and culturally appropriate 
setting whenever reunification is a viable goal. The authors ad- 
vised supporting parents and children before, during, and after 
visits. In addition, given that the child's primary attachment re- 
lationship may be with the foster parent due to the fact that 
she or he is providing the daily care to the child, they offered 
that foster parents play an important role in managing visits. To 
maintain this relationship, they suggested that social workers ad- 
equately prepare and support foster parents for providing correc- 
tive attachment experiences for children who need this. The au- 
thors acknowledged that there may be instances in which visits 
should be therapeutic, reduced, or suspended, for example, when 
a disorganized attachment relationship has been identified. Fur- 
ther, they suggested that priority should be placed on service plans 
for parents such as mental health or substance-abuse treatment 
and that visiting plans should be coordinated with progress in 
therapy. 

Even with these recommendations published nearly a decade 
ago, we have found that such practices are very difficult to imple- 
ment in many jurisdictions. In our experience, the consideration of 
infant needs in planning for visitation is often inadequate or com- 
pletely disregarded in favor of agency, parent, or court priorities. 
Infant visits with parents may be scheduled around agency needs 
(e.g., availability of staff to transport infant, practicalities of in- 
fants visiting in the morning to ensure afternoon slots are available 
for school-aged children, etc.) rather than being determined by the 
individual daily timetable of the infant. This reduces the potential 
benefit of visits, as the infant is likely to have his or her own bio- 
logical rhythms disturbed to be put in the car and thus is less likely 
to be in the alert and calm state that promotes quality interaction 
with and responsiveness to parents during the visit. For example, 
when an infant is woken from sleep to be taken to a visit, he or she 
is likely to arrive tired and cranky, may be fed whether a feed is due 
or not, and may become so overwhelmed that he or she falls asleep 
to cope with the visit, which is unsatisfying for both infant and 
parents. Further, caseworkers are often hesitant to include foster 
parents to support infants during visits between children with their 
birth parents because of the fear or uncertainty around managing 
the birth parent's feelings about having time with their child "in- 
truded upon" by the foster parent. Finally, suspension of visits may 
be indicated from the perspective of the child, but the approval of 
this may be delayed or rejected by the court system, which some- 
times considers the rights of parents as paramount; consequently, 
children may be further harmed by continued contact with their 



parents. This is why "articulating the infant's perspective" to all 
involved is so important. 

Even though those involved are committed to helping chil- 
dren, we have found that communicating both the immediate and 
long-term needs of infants in foster care to child welfare workers 
and court officials is often challenging. Child welfare workers, on 
a daily basis, and the court, more globally, are in the position to 
either allow or prevent further harm to already vulnerable, trauma- 
tized infants. Workers often do not have the training necessary for 
assessing harm (especially emotional or psychological harm) from 
the perspective of the infant. In some parts of the United States, to 
become a child welfare worker requires simply a bachelor's degree 
in any field. Even for those who have obtained a degree in health 
or welfare, many undergraduate programs do not focus on typical 
infant development. This is the case internationally. Thus, there are 
large gaps in knowledge and understanding of infant development 
and the infant-sensitive practice that is required to work with fam- 
ilies and infants to ensure their safety and well-being (Jordan & 
Sketchley, 2009). In addition, while those who make the decisions 
in the legal forum are necessarily well-informed about the law re- 
lating to children, they seldom have basic understanding of infant 
development or infant mental health. This knowledge gap poses 
an extremely precarious situation from the vantage point of the 
infants residing in foster care, as their well-being depends on deci- 
sions made in the here and now by their workers and judges. Some 
innovative developments, such as the infant/toddler "court teams" 
(ZERO TO THREE, 2006) established in several cities around the 
United States have begun to address this gap, but such models 
are the exception rather than usual practice in most jurisdictions 
around the world. 

ADDRESSING CHALLENGES 

The question is: How do infant mental health practitioners begin 
to ensure that child welfare and legal systems operate from the 
infant's perspective? Put simply, infant mental health practitioners 
are well-placed to provide child welfare and legal practitioners 
with an understanding of infant development, including emotional 
development and infant mental health concepts, which should be 
considered when making decisions. The following sections expand 
on recommendations for practitioners, and case examples illustrate 
how effective practice from the infant's perspective is being done in 
child welfare jurisdictions in developed nations around the world. 

Recommendations for Infant Mental Health Consultants to Child 
Welfare Systems on Issues of Contact 

1. Infant mental health practitioners should offer training in 
infant mental health for child welfare workers and legal 
practitioners. 

One major obstacle in practicing in the best interests of the 
child is that child welfare workers typically do not have the 
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knowledge or skills to evaluate the nuances of infant-parent re- 
lationships or the skills to intervene therapeutically. More sophis- 
ticated therapeutic dyadic interventions would, of course, require 
advanced training in infant mental health. However, given the cen- 
tral role which child welfare workers play in the lives of these very 
vulnerable children, there may be a case for including basic prin- 
ciples of infant mental health in training courses for these workers. 
Further, legal practitioners must be educated on these issues. In 
fact, it may be up to the worker to communicate the issues to the 
legal system, for example, during court testimony. Thus, workers 
need to have the tools to relay the infant's perspective to the court. 

2. Infant mental health practitioners should offer consultation 
to the child welfare and legal systems around practical 
day-to-day and global decision making about contact with 
biological parents from a "children's rights" perspective. 

In addition to training, or perhaps when training is not possible, 
child welfare and legal practitioners would benefit from ongoing 
consultation from infant mental health specialists about the needs 
of young children residing in out-of-home care. For example, in 
jurisdictions where foster parents do not transport infants to or 
accompany infants during the visits with their parents, the infant's 
subjective experience while being transported to and possibly dur- 
ing the visit can be an experience of emotional abandonment. This 
is not optimal for relationship-building, and if arrangements in- 
volve handling by multiple people within a day or over a week, 
then visits are likely to be highly stressful, counterproductive, and 
in fact damaging. Such decisions need to be made with the infant's 
experience in mind. The cases presented next illustrate how such 
consultation has been implemented, has been received, and has 
affected decision-making in different international jurisdictions. 

3. Infant mental health clinicians should offer direct services 
for children in out-of-home care and their caregivers to 
optimize contact. 

Whenever possible, infant mental health clinicians should pro- 
vide direct intervention concerning issues of contact when children 
are in out-of-home care. This may take place in the form of evaluat- 
ing the quality of the child-parent relationship and the experience 
of the visits from the child's perspective and then when neces- 
sary, providing therapeutic visitation services. The Tulane Infant 
Team (Zeanah et al., 2001) offers a model for global evaluation 
and focused intervention services for young children in care, and 
Marty Visit Coaching (Beyer, 2008) is an approach for optimizing 
contacts. 

INTERNATIONAL CASE STUDIES OF INFANTS IN 
OUT-OF-HOME CARE 

Having discussed children's rights in relation to parents' rights, 
in this section, we focus on foster children's reactions to court- 
ordered visits with their biological parents. We present clinical 
vignettes (de-identified) to describe such reactions as manifesta- 



tions of severe stress on these children's attachment systems and 
discuss recommendations to make such visits more "livable" for 
foster children and their families. We also describe efforts to con- 
tribute to the research base regarding the experiences of young 
children in foster care. Drawing from three countries, the scenar- 
ios described illustrate common practice dilemmas in the clinical, 
court, and child welfare arenas. The child welfare policies of these 
nations are orientated toward permanency planning for infants in 
out-of-home care. This often means concurrent planning for the 
reunification of the child with his or her biological parent as well 
as for adoption by a nonbiological parent. Therefore, the infant's 
experience and the ability of all caregivers and service providers 
to meet the needs of the infant while in care are considered in the 
case descriptions. 



The Experience of the Child: Case Vignette from Quebec, Canada 

Quebec judiciary context. The Quebec Youth Protection Law 
is oriented toward family preservation (Government of Quebec, 
2006). Significant modifications introduced in 2006 include an 
obligation for permanency planning (e.g., placement until major- 
ity) and provide mandatory guidelines for temporary placement 
of children according to their age: Maximum durations vary from 
12 months for children aged 0 to 2 years, to 18 months for 2- to 
5-years-olds, and to 24 months for children 5 years and older. In 
line with the family preservation orientation, contacts between the 
child and his or her biological family are assumed to be beneficial. 
In the following vignette, we demonstrate how the effects of such 
contacts can have negative consequences for the child and how 
clinicians, the child welfare system, and the court must adjust their 
intervention in the interest of the child. 

Background. Brandon was placed with his paternal grandmother at 
3 months due to parental neglect. The Court had ordered a placement 
until his majority when he was 1 1 months old. When he was 30 months, 
his biological mother, whom he saw for 4 hr every week at her home, 
was granted a court request to increase her contacts to 3 days a week. 
Following this radical change of visitation rights, Brandon began showing 
symptomatic manifestations after most weekly visits: clinging behavior, 
aggressive outbursts, sleeping difficulties (up to four nocturnal awaken- 
ings where he cried for grandmother). The symptoms lasted from 2 to 
3 days, and then remitted until the next visit. Despite those manifesta- 
tions, visits stopped being supervised after 1 year. Brandon then started 
hiding from his mother when she arrived for the visit; moreover, Brandon 
presented selective mutism throughout the visits. Several months later, his 
mother revealed that she promised her son that he could come live with 
her. Brandon's mother then started a new job and requested whole day 
visits, but only once a week. 

Practice dilemmas. The issues for all involved with Brandon were 
threefold: (a) to determine the cause(s) of his symptoms; (b) to 
find ways to support Brandon before, during, and after the visits 
if the interactions with his mother were deemed to be contributory 
to his symptoms; and (c) for integrated intervention to take place, 
to find strategies to communicate a common understanding of the 
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symptoms to Brandon's caregivers, the child protection workers, 
and the court. 

Intervention. In this case, the social workers were very sensitive to the 
child's distress and needs; however, a psychological assessment was re- 
quired for the Court to support their observations and, more important, to 
provide recommendations for adjusting visiting modalities in accordance 
with the child's needs. 

The psychological assessment included two assessments of Brandon's 
attachment with his grandmother at a 1-year interval, a review of the ob- 
servational data gathered by the grandmother, the observations of mother- 
child interactions, and information about Brandon's general adaptation as 
provided by questionnaires filled out by the grandmother and the daycare 
worker. A final observation segment was done with Brandon, his grand- 
mother, and his mother. This was conducted as part of the assessment 
and further served the purpose of demonstrating to the mother that using 
the grandmother as a secure base could gradually facilitate Brandon in- 
teracting with his mother within only a few minutes, even if he initially 
hid from her and stopped talking. Following this visit, the mother seemed 
to understand that taking into account her son's need for security could 
facilitate the development of a positive relationship between them. 

Outcome. After reviewing the evidence submitted, the Superior Court 
judge ruled in favor of a maximum of 4^ hr of visits per week with 
Brandon and his mother instead of leaving the Youth Protection Services 
solely to determine the modalities. Of note, the ruling also indicated that 
visits could be decreased or even canceled if Brandon showed too much 
anxiety. In the meantime, the mother experienced visiting her son at his 
grandmother's home and was glad to realize how this setting was beneficial 
for her son and their relationship. Most visits now take place once or 
twice a week at the grandmother's home, a secure base environment for 
Brandon, who is now 42 months. With the increased attunement of the 
various people responsible for Brandon's sense of security — the Court, the 
workers, and the now-collaborating caregivers — the visits have evolved 
to allow Brandon to show significantly less anxiety and more and more 
pleasure when spending time with his mother. 

From an attachment perspective, the reactions described ear- 
lier are linked to the child experiencing the perceived threat of the 
loss of his grandmother, who had become his main attachment fig- 
ure, while he visited alone with his mother. Even if the biological 
parent's behavior during the visit was not necessarily problematic, 
per se, reactions were usually observed when the child returned to 
his attachment figure, where he showed several anxiety reactions 
such as clinging and sleeping difficulties. Given the severity of 
his symptoms, it also is possible that Brandon was reexperiencing 
preverbal traumatic memories at a physiological level (Berger & 
Rigaud, 2001) since he had been initially removed from his parents 
due to neglect. The aggressive reactions were directed toward his 
grandmother, the attachment figure, because he held her responsi- 
ble for his pain and distress. It was imperative that decision makers 
understood the child's experience of being sent alone to meet a 
familiar figure that nevertheless could not provide security for him 
and respond accordingly. Such persisting intense reactions need to 
be considered seriously because in the long-term they can com- 
promise the child's development, jeopardize the placement, and 
increase the risk for psychopathology. Also of importance, these 



reactions do not favor the establishment of a positive relationship 
with the biological parent as so strongly desired, but lead on the 
contrary to the biological parent being perceived more and more 
as threatening for the child. 

Alternative explanations of child's symptoms. When dealing with 
the courts and even sometimes within the Youth Protection Ser- 
vices, alternative explanations of the child's symptoms can be pre- 
sented. The problems may be attributed to the foster family being 
in competition with the biological family and therefore wanting 
them out of the picture, which can lead to loyalty conflict for the 
child. Sometimes workers even conclude that the foster parents 
cannot properly comfort the child instead of considering that the 
child is bearing too much stress. Of course, both explanations can 
hold truth, and our job as infant mental health practitioners is to 
provide balanced recommendations to the courts with the goal of 
supporting decisions made from the child's perspective, which is, 
in our opinion, too often understated. 

Cross -Cultural Practice Applications: New Developments 
in Scotland 

We turn to Scotland to illustrate how infant mental health practi- 
tioners are sharing knowledge and practice expertise internation- 
ally to influence child welfare systems and the research base about 
young children in out-of-home care. 

Maltreatment is the main reason for removing children under 

5 years of age from the care of their parents in Scotland. Assess- 
ment of the quality of infant-parent relationships therefore has an 
important part to play in shaping the decisions about the future 
care of the child. We already have indicated the relative shortage 
of empirical studies which have shed light on this important stage 
in the childcare process. We now discuss one particular model of 
infant mental health practice which offers a systematic approach in 
this area and consider some practical implications associated with 
its implementation. 

The Tulane Infant Team model. Zeanah and colleagues, working 
with families of children under the age of 5 years who are in foster 
care because of maltreatment, developed a model of intervention 
(Zeanah et al., 2001; Zeanah & Larrieu, 1998) which appears to 
address a number of the issues under consideration in this article. 
First, their model of intervention has a central focus on the rela- 
tionship between the child and the caregiver (both biological and 
foster; Larrieu & Bellow, 2004). This is evident during both as- 
sessment and treatment. In the assessment phase, each significant 
caregiving dyad is studied using the Crowell procedure (Crowell 

6 Feldman, 1988), an exercise involving tasks of increasing devel- 
opmental difficulty and a short separation-reunion episode. Each 
of the caregiving adults also takes part in a Working Model of the 
Child Interview (Benoit, Zeanah, Parker, Nicholson, & Coolbear, 
1997), which investigates the adult's own attachment status and his 
or her view of the child. 
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The focus on the relationship also is evident in the treatment 
phase. Thus, a second component is that every family referred to 
the Tulane Team is given the opportunity to take part in treatment 
aimed at improving parent-child relationships while children are 
in care. This usually takes the form of a dyadic therapeutic in- 
tervention, often Infant-Parent Psychotherapy (Lieberman, Horn, 
& Ippen, 2005), but the specific choice of intervention is tailored 
to the individual case. This work is based on the premise that 
wherever it can be shown to be in the child's best interest, the 
child should be reunified to the care of the parent. In addition, the 
Team offers intervention for children and their foster parents when 
needed to ensure stability and security for the child while in care 
(for a description of this intervention, see Heller, Smyke, & Boris, 
2002, and Zeanah & Smyke, 2005). 

Finally, the Tulane model is centered on a close working re- 
lationship with both social services and the legal system (Smyke, 
Wajda-Johnston, & Zeanah, 2004). Note that while social ser- 
vices and mental health services offer advice and recommendations 
about the contact arrangements and the long-term care of children, 
the decisions are made within a legal setting. The Tulane Team 
provides a report to the legal system which offers an account of 
their assessment of the child-parent relationship to the judge who 
will decide on contact and present and future care of the child. 
The availability of such systematically derived and well-evidenced 
advice is a key element in this model. 

Zeanah et al. (2001) reported that following their intervention, 
fewer children were likely to be returned to their birth parents 
than were a control cohort (34.7 vs. 49%). Where reunification 
did take place, the risk of a further episode of maltreatment was 
significantly reduced in the intervention group compared to that 
of the control group. In relation to the index child, the "relative 
risk reduction" was 52.4% while the risk of an index parent being 
involved in a subsequent incident of maltreatment with another 
child was reduced by 63.1%. 

This model offers one way of ensuring that these difficult legal 
decisions are supported by information based on current evidence 
about child development and attachment. But, as Zeanah et al. 
(2001) noted, further investigation of the effectiveness of the inter- 
vention and its potential for application in other jurisdictions are 
required. 

Case vignette. Clinical researchers in Scotland are involved in a 
major study of the implementation of the Tulane model in Glasgow. 
In the course of the development phase of this project (described 
in Minnis, Bryce, Phin, & Wilson, 2010), a pilot case quickly 
encountered a major dilemma about the relationship between the 
contact process and the parent-child assessment process. 

Background. Two siblings (Jake, aged 18 months, and Melanie, 30 months) 
were living with foster parents because of concerns that they had been se- 
riously neglected while in the care of their birth parents. Both children had 
initially shown significant developmental delay, particularly in relation to 
language, while Melanie's social behavior was indiscriminate and inap- 
propriate, and their interaction was very concerning. However, after some 
months with foster parents, their presentations had improved substantially. 



Contact with birth parents had not taken place since the move to foster 
care but was arranged to allow assessment of the quality of relationships 
between the children and their parents. This exercise was immediately 
associated with a number of difficulties; for example, the birth parents en- 
gaged in a heated argument while the children were present. However, the 
more concerning development was what happened with Jake and Melanie 
in the immediate aftermath. They both became distressed, aggressive, and 
behaved in such a problematic fashion that their experienced foster parents 
soon began to doubt their ability to continue to care for the children. 

Practice dilemmas. This case vignette raised a series of questions 
for the clinical researchers: First, should the assessment continue? 
Second, might an assessment process that required parental con- 
tact prove harmful to the children? Finally, would continuing the 
assessment endanger the stability of the foster placement, where 
both children had begun to make good developmental progress? 

Considering the dilemmas. Within the Tulane Infant Team model, 
treatment is offered to every family where the court judges that 
maltreatment has occurred. The Tulane practitioners are therefore 
working routinely with children and parents whose relationship 
has been formally judged as harmful to the child. But in this pilot 
case, the researchers immediately faced a situation where the child 
welfare workers were so concerned about the distress shown by the 
children that they were inclined to reduce or end contact, despite 
the risk that important decisions about the care of the children 
would then have to be made with more limited information about 
the quality of the infant-parent relationship. 

Discussion with the Tulane Team led to a useful distinction 
between experiences which may be stressful and those which can 
be reasonably regarded as being harmful to the child(ren). In the 
event, there was consensus among the Glasgow practitioners that 
this case fell into the latter category and that contact should stop. 
The reports to social services and the legal system would then 
reflect that opinion. 

Outcome. The social services team marshaled the evidence available from 
their own practice and from those elements of the assessment which had 
been completed within the pilot project and applied to the appropriate legal 
forum (the Children's Hearing) for an end to contact. The application was 
successful, and within weeks, both children settled in the foster placement. 
Social services then began proceedings for a Permanence Order which 
would allow the children to remain in their placement in the long-term. 
Although that legal process had yet to conclude, one of the foster parents 
later confirmed that the placement was again settled and secure. 

Such dilemmas about how to balance the child's well-being 
with the need to gather good-quality information and evidence 
are amplified by the lack of systematic research in this area. In 
the absence of such evidence, even decision makers with a good 
understanding of child-parent relationships and their significance 
for the mental health of the child will find considerable difficulty 
in steering a course which addresses the child's rights. 

The availability of well-evidenced methods for intervening 
to improve the experience of children who come into foster care 
because of maltreatment as well as their outcome and life chances 
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of children is important, both for those providing helping services 
to children and for those making legal decisions about contact with 
their parents and their overall care. The Glasgow project serves to 
emphasize the importance of further research in relation to models 
of practice, such as the Tulane model, which have the potential to 
serve these important purposes. 

Influencing the System: Consultation to Child Welfare Workers 
in Louisiana, USA 

One of the key lessons from the experiences we have described 
in Australia, Canada, and Scotland is the difficulty many workers 
and legal systems have in acknowledging the child's rights and 
experiences and ensuring that these take precedence over those 
of the parents. Systematic assessment appears to be a helpful 
way for workers to achieve this. We will now discuss an in- 
novative project from Louisiana that has attempted to improve 
foster care workers' ability to recognize and act on the child's 
needs. 

From February 2008 to September 2010, foster care workers 
in Southwest Louisiana received training and consultation from 
experts in infant mental health regarding their cases involving 
children, ages 5 years and under, who were in foster care due 
to abuse or neglect. One of the goals of the state-funded program 
was to enhance worker effectiveness in identifying and respond- 
ing to emotional, developmental, and attachment needs of young 
children in foster care. The consultation approach was developed 
from work of the Tulane Infant Team (Smyke et al., 2004; Zeanah 
& Larrieu, 1998; Zeanah et al., 2001; Zeanah & Smyke, 2005) and 
emphasized a "child-centered" model of foster care. In this model, 
the job of foster parents is to provide food, clothing, and shelter as 
well as love and attention, as if the child was their own biological 
child. They create a sense of psychological safety as well as pro- 
vide physical safety for the child. The foster parent must become 
a secure base for the child while birth parents work to remedy the 
circumstances under which the child entered care (Heller, Smyke, 
& Boris, 2002; Smyke & Breidenstine, 2009). 

The infant mental health consultation program was comprised 
of three components: initial training, focus groups, and consulta- 
tion. Initial training consisted of 20 hr of seminar-format training 
in infant mental health and infant development, attachment, and 
caregiving relationships, and cultural issues given to foster care 
workers in early 2008. Focus groups with foster care workers and 
supervisors were conducted immediately following the third day 
of training to assess foster care workers' needs related to provid- 
ing service to young children in foster care. Following the initial 
training and focus groups, units of foster care supervisors and their 
workers began receiving weekly consultation by telephone or by 
videoconference. Consultants were faculty at a private medical 
school in Louisiana who have expertise in infant mental health 
and a great deal of experience working with the child welfare 
system. 

Initially, each infant mental health consultant met with her 
assigned team of a supervisor and worker at their workplace. Fol- 



lowing this, the consultant spoke with the supervisor and worker 
for 1.5 hr per week by telephone or occasionally by videocon- 
ference. The purpose of the consultation sessions were to assist 
workers and supervisors to "reflect" on the young children in their 
caseloads and to learn to apply state-of-the-art methods of infant 
and young child assessment, with a particular focus on caregiving 
relationships — including relationships with both birth parents and 
foster parents. This was an effort to apply and extend what was 
learned in the initial training to real-life situations faced by the 
workers and supervisors. 

During consultation meetings, workers and supervisors were 
encouraged by consultants to discuss current cases from the per- 
spective of caregiving relationships. Each participant had the op- 
portunity to present and discuss the cases. Topics addressed during 
the initial training, including attachment relationships and early 
childhood development, were used as a framework for case dis- 
cussions. The objective was that with increased worker knowledge 
and skills pertaining to enhancing caregiving relationships, work- 
ers would be better able to identify and address key issues in both 
foster and biological relationships. 

The role of the infant mental health consultant was to provide 
support, information, and potential solutions to infant mental health 
concerns to foster care staff. The consultation process was intended 
to be case-specific, collaborative, voluntary, and confidential; that 
is, content was not discussed with upper level management. Fos- 
ter care staff and consultants were expected to contribute equally 
during discussions. 

Specific issues discussed included, but were not limited to, the 
following: identifying special needs of young children, including 
developmental and relationship needs with birth parents; enhanc- 
ing caregiving relationships between foster parents and children; 
visitation between birth parents and their children; and transition- 
ing children from foster homes to birth parent homes. 

Case example. One of the most frequently discussed topics was 
"visitation with birth parents." The remaining section is a descrip- 
tion of an actual case (de-identified) presented by one worker about 
structuring visits. 

Background. Over the course of three meetings, a relatively inexperienced 
worker presented the case of "James," an 1 8-month-old male who had been 
in foster care for approximately 10 months due to his parents' substance- 
abuse issues. By the worker's report, the child was doing well in his foster 
home, and the foster mother had expressed interest in adopting him. The 
worker was very motivated to have the child reunify with his mother, even 
though she continued to use substances and was failing to complete the 
elements of her reunification case plan. 



Each week, James traveled in a van with only the department's transporta- 
tion provider (a stranger to the child) for an hour to visit with his mother. 
Following this visit, he traveled another hour to visit with his father, before 
making the 2-hr trip back to the foster care office, where his foster mother 
picked him up. At times, the child traveled to the meeting place only to 
find that the birth parent missed the visit. 
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Practice dilemmas. As a starting point for discussion during the first 
consultation meeting regarding this case, the consultant (a) asked the team 
of foster care workers and their supervisor to consider what this ride must 
be like for the child. The team actively participated in this discussion, 
stating that the child might feel "scared" with no known adult traveling 
with him. The consultant (b) then asked the workers how much support 
they thought the birth parents should receive from their agency if they 
were not working on their case plans and were actively using substances. 
The consultant (c) inquired why the parents were not being asked to 
make the 1- to 2-hr drive to visit with their son. The supervisor stated 
that it was the policy of the agency to provide transportation to parents 
if they could not transport themselves. The consultant suggested that the 
parents demonstrate their willingness to sacrifice and see things from the 
perspective of their child to demonstrate commitment to reunification. 

Recommendations for intervention. The consultant made the following 
recommendations: (a) The birth parents needed to prioritize addressing the 
issues that brought their child into care before focusing on strengthening 
the relationships with their child. The rationale for this recommendation 
was to ensure that the neglect that brought the child into care would not 
recur, should the child be reunified. The consultant recommended that 
visits be reduced to the minimum allowed by the department's policy 
(twice per month) until and if the parents engaged in substance-abuse 
treatment; then the visits may increase, (b) The parents should demonstrate 
a commitment to reunifying with their child by getting themselves to 
at least one office visit per month. The parents should call to confirm 
the visit within a reasonable amount of time. If the parents could not 
transport themselves, the agency would pick them up and bring them to the 
office rather than having the 18-month-old travel in the van to meet them, 
(c) On alternating visit weeks, the child should be accompanied by his 
foster mother (and primary attachment figure) for the long ride. If the 
foster mother could not attend the visit, the worker should accompany the 
child, as this child knew the worker and felt comfortable with her. The 
workers agreed to the recommendations and implemented this plan. 

Outcome. Unfortunately, the birth parents were not able to remain clean 
and sober; thus, the case plan was changed from reunification to adoption, 
and the Court approved this change. Although the worker in this case 
expressed disappointment that the birth parents would not be able to raise 
their child, the consultant encouraged her and her team to view the outcome 
from the perspective of the child's need for stability and security. 

DISCUSSION 

Although child welfare law in the United States emphasizes the 
best interest of the child in permanency planning, the observations 
made by consultants involved with this program were that the child 
welfare system struggled with how to consider the immediate needs 
of the child residing in foster care, for example, when developing 
case plans and making day-to-day decisions such as determining 
the frequency, length, and structure of visits with birth parents. This 
struggle was reflective of the limited knowledge and understanding 
of what young children in foster care need for optimal development 
and mental health. Another explanation may be that foster care 
policy often does not specifically address the needs of children 
ages 5 years and under. For example, foster care policy in Louisiana 
states that parent visits shall occur at least every 2 weeks unless case 
circumstances prevent visiting or indicate otherwise. Further, in the 
first 6 months of placement, efforts are made to hold visits more 
often and to increase the length of visits. However, this protocol 



does not take into consideration the age of the child. From an 
attachment perspective, it would not be essential for the 1 -month- 
old child of a parent who is actively using substances to visit with 
the mother more than twice per month, given that the focus should 
be on ensuring a secure attachment relationship develops with 
the child's foster mother, who will provide comfort, security, and 
safety while the birth mother remedies the circumstances under 
which the child entered care. 

In this consultation program, it was observed that foster care 
workers ultimately turned to agency policy when making decisions 
about the children in their caseload, especially when there was a 
disagreement among staff about how to approach a case. Data are 
currently being analyzed to assess the outcomes of the infant mental 
health consultation provided to foster care workers in one region of 
Louisiana. Future programs focused on enhancing foster care for 
young children might be improved by providing further training 
and consultation to upper management and the Courts, as the final 
decision-making authorities. An ultimate goal is to tailor child 
welfare policy to the appropriate developmental and attachment 
needs of young children, whose needs are unequivocally different 
from those of older children. 

CONCLUSIONS 

Planning for contact between young children in foster care and 
their biological parents poses difficult dilemmas, but certain prin- 
ciples prevail. If the child is removed from his or her biological 
family at a very young age (e.g., <5 years), practitioners need 
to ensure the security of the infant's primary caregiving relation- 
ship (foster parent or kinship caregiver) while also supporting the 
existing or developing attachment tie with the biological parent(s) 
where possible as parental capacities are assessed. The experiences 
from all four countries demonstrate the necessity of early and on- 
going decision making to optimize the child's development and 
well-being while he or she is in care. A child's negative reactions 
to visits with biological parents may be due in large part to his or 
her developing a secure attachment to the foster family and should 
influence the decision process. Once a decision is made toward 
long-term placement or adoption, for certain children, occasional 
visits (three to four times a year) may be maintained as an "ac- 
quaintance link," but only if child does not react negatively. These 
visits need to be guided by clear and realistic goals and offer the 
presence of a significant accompanying person (including during 
transportation). With infants and younger children, the presence of 
the foster parent therefore can be mandatory. The frequency and 
duration of visits need to be limited and adjusted to the careful 
observations of child's reactions before, during, and after visits, 
flexibly adjusting modalities according to child's reactions while 
paying special attention to emotional withdrawal, which is often 
more subtle. Despite all these precautions, visits sometimes have 
to be suspended or ended due to persistent distress and emotional 
harm to the child. 

While innovative programs serving infants in out-of-home 
care exist, such as the Attachment and Biobehavioral Catch-Up 
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intervention with foster parents (Dozier, Bick, & Bernard, 2011; 
Dozier et al., 2009), further research is needed to determine 
best practices for facilitating contact between these infants and 
their birth parents. The authors of the recent JCCP article (Leve 
et al.,) reviewed eight evidence-based interventions that promote 
resilience for foster children. Only three of these eight interven- 
tions were specifically geared toward young children, and only 
one intervention targeting young children, the Multidimensional 
Treatment Foster Care for Preschoolers (see Leve et al., 2012), 
includes a component which addresses the needs of the biologi- 
cal family. Nevertheless, the JCCP article has suggested that there 
is a growing empirical base that demonstrates the negative im- 
pacts of placement disruption and programmatic and policy-driven 
attempts to facilitate placement stability, notably (but not exclu- 
sively) through attachment-based interventions. The current article 
illustrates international efforts which take the infant's perspective 
at the clinical practice, program implementation and evaluation, 
and child welfare system levels. Although we may judge the ben- 
efit of the practices described to the infant in the here and now 
by assessing their behavior and reactions, the long-term outcomes 
of systems operating from the infant's perspective warrant further 
study. Further, controlled studies are needed to investigate the im- 
pact of enhancing the quality of visits on the emotional functioning 
of the child(ren), on the foster parent's psychological commitment 
to the child(ren) in their care, and on the birth parents' commitment 
to reunifying with their child(ren). 

Finally, we believe that to have a more infant-informed system, 
child welfare workers and court personnel need training and con- 
sultation regarding manifestations and development of attachment 
(with biological and psychological parents), symptomatic manifes- 
tations in children (separation anxiety, traumatic stress reactions), 
and deleterious (and potentially irreversible) effects of repeated 
threats to attachment relationships. This training may take the form 
of didactic education to large numbers of staff and/or consultation 
on a case-by-case basis. In addition, children and families may 
need evaluation and treatment from practitioners well-versed in 
infant mental health, and child welfare workers need to be able 
to identify concerns and refer when needed. Above all, we think 
that despite pressures from biological parents, advocates of par- 
ents' rights, or the judiciary, the child's needs — especially those of 
"voiceless" and therefore vulnerable infants — must be prioritized. 
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